President-A. C. PALMER, O.B.E., F.R.C.S., F.R.C.O.G. [April 24, 1953] DISCUSSION ON LESIONS OF THE INTESTINE AND OF THE URINARY TRACT RESEMBLING DISEASE OF THE FEMALE GENITAL TRACT Mr. Lionel E. C. Norbury: There is often a marked resemblance between certain lesions of the intestinal tract and those of the female genital tract in their signs and symptoms. The outline of a mass in the pelvis, although involving the genital organs, may not be clearly defined. The portions of intestine which are commonly found in the pelvic cavity include the sigmoid loop or pelvic colon-the rectum-the cxcum and appendix, and certain coils of small gut, including the terminal portion of the ileum.
Lesions arising in any of these structures may, from the position of the affected viscus, simulate a lesion of the genital organs, or may secondarily involve these by adhesion or infiltration.
The differential diagnosis of lesions affecting the pelvic organs, both genital and otherwise, is assisted by a study of the clinical features of the case and the previous history. This should be followed by a general physical examination. Digital examination of the rectum is important as a routine investigation of a patient, especially if any abdominal lesion is suspected. Anatomical landmarks, particularly of the genital system, should be defined.
Many lesions may be found in the pouch of Douglas. When a mass is palpable in the pelvis, as evidenced by combined abdominal and rectal or vaginal examination, one naturally thinks first of lesions in connexion with the genital organs and then of disease in the other pelvic viscera including portions of the intestinal tract and vermiform appendix. Such a mass may be hard, suggesting a neoplasm, or soft, tender, and fluctuating as in the case of an inflammatory lesion or abscess. With the latter, the rectal wall may be cedematous, accompanied by excessive secretion of thin mucus due to associated proctitis.
Lesions of the intestinal tract which may simulate disease of the female genital tract: The vermiform appendix.-Acute obstructive appendicitis in small girls with an appendix in the pelvic position may give rise to symptoms closely resembling those produced by torsion of the ovary or tube, as evidenced by right-sided abdominal pain of a colicky nature and acute tenderness or a tender swelling on rectal examination.
A "pelvic abscess" of appendicular origin, as evidenced by a tender boggy swelling bulging into the rectum or vagina, may simulate a suppurating ovarian cyst or pus in the tubes, and give rise to confusion in diagnosis. Similarly peri-colic suppuration may be a sequela of diverticulitis or of carcinoma of the rectum W | 1 1 or colon, with the formation of a pelvic abscess. A | | | t3i @ | suppurating Meckel's diverticulum, forming a bag of pus hanging in the pelvic cavity and adherent to structures in the pelvis, is a further example. A foreign body in the pelvis, such as a swab, may be discovered on rectal or vaginal examination. The clinical features are usually those of an inflammatory lesion, culminating in an abscess which may rupture into the rectum or vagina with extrusion of the offending body, thus settling the diagnosis.
Diverticulitis of the pelvic colon may produce a large left-sided abdominal mass simulating an inflamed adherent ovarian cyst. This usually occurs in middle-aged or elderly people.
When I was Surgical Registrar at St. Thomas's Hospital I was called to see a patient who was being operated upon for a supposed tuberculous ovary. The opposite ovary had been removed previously for "tuberculous disease". When I arrived in the theatre, the abdomen was already open and the mass proved to be in connexion with the sigmoid colon. I diagnosed the condition as a carcinoma, and was kindly invited by the gynxcologist to proceed. With much trepidation I resected the affected portion of bowel and did an end-to-end anastomosis: the patient recovered. The specimen was examined by the late Professor L. S. Dudgeon who said he had never met with such a pathological condition before. The tumour was not a carcinoma but was an inflammatory mass showing an abundance of fibro-fatty material surrounding small pouches of bowel-wall; in other words a condition we now know as diverticulitis. This was in the year 1907 or 8. Unfortunately, being very junior, I did not publish the case. A year later, Telford of Manchester published the first recorded case in this country of diverticulitis of the colon.
A few months ago, your President operated upon a patient with a left-sided pelvic tumour, suggesting an adherent inflamed ovarian cyst. An exploratory incision revealed a mass in connexion with the pelvic colon, apparently a malignant growth, and adherent to the uterus. He closed the abdomen and kindly asked me to take over the case. On abdominal exploration, I found a lesion of the pelvic colon. The diagnosis lay between a carcinoma and diverticulitis with an inflammatory mass. No enlarged lymph nodes were evident, and no lesion of the liver demonstrable. I was inclined to the diagnosis of diverticulitis and performed a local resection of the bowel with end-to-end anastomosis. The patient made a good recovery.
Pathological examination revealed "localized diverticulitis with much fibrosis and abscess formation in the wall of the colon" (Fig. 2) . It is not unusual for "diNverticulitis of the pelvic colon" to simulate a left-sided inflamed ovarian cyst. A carcinoma of the pelvic colon may also produce a palpable tumour resembling an inflamed adherent ovarian cyst. It may be difficult to determine the site of origin of a growth involving both the rectum or pelvic colon, and the uterus. The vaginal wall and even a coil of small gut may form part of the malignant mass' and there may be hnemorrhage from both vagina and rectum.
A carcinoma of the rectum or pelvic colon or a diverticulitis of the colon may be followed by a recta-vaginal or colo-vaginalfistula with the passage of fieces per vaginam. Again a recto-vaginal or colovaginal fistula may result from ulcerative colitis, or from tuberculous disease of the rectum or vagi'na. Segmentat coitis, sometimnes described as "Crohn's disease of the large bowel" may form a palpable mass resembling certain lesions of the female genital tract, especially when the bowel is adherent to the uterus or tubes. Segmental colitis may be found in patients who have no lesion of the small bowel. It resembles a colonic form of Crohn's disease, with patchy ulceration of the mucosa, and fibrosis of the bowel wall, forming a definite tumour.
I had a case of segmental colitis in a woman, in which some 6 in. of the pelvic colon were involved in an inflammatory lesion, simulating regional ileitis as described by Crohn. I removed an enlarged lymphatic gland from the adjoining meso-colon, for diagnostic purposes, and this proved histologically to resemble a tuberculous lesion.
Volvulus.-The differential diagnosis of a volvulus of any abdominal organ may at times be a difficult problem owing to a similarity of the symptoms at onset. The symptomatology of volvulus of the small gut, cecum or pelvic colon may simulate a twisted ovarian cyst, especially if the affected loop of bowel is adherent to the ovary. Or again a volvulus of the great omentum may also come into the picture. Fig. 3 shows a volvulus of the great omentum which was adherent to a hernial sac.
Inflammatory conditions of the small bowel such as "regional ileitis" or tuberculous disease of the small gut, in which the affected coil has become adherent to the back of the uterus, may be mistaken for a degenerating fibroid or inflammatory lesions of the tubes or ovaries. Fig. 4 shows a stricture at both the proximal and distal ends of the affected portion of ileum. .............was acutely kinked, forming a band bound down by dense adhesions. Microscopic structure: Sections through the region of the stricture show the typical histology of regional ileitis. There is no sign of tuberculosis or of neoplasm. Incidentally, regional ieitis (or Crohn' s disease) and tuberculous enteritis may be followed by fistulous communication with the vagina Crohn's disease, a granulomatous lesion of unknown origin, is characterized by great thickening of the bowel wall involving some portion (usually the terminal part) of the ileum and forming a definite tumour.
A degenerating fibroid may be mistaken for an inflammatory mass of omentum in the pelvis of appendicular or intestinal origin. Some years ago, I was confronted by this difficulty in the case of a doctor's wife who was several months pregnant, and showed signs of an acute abdominal lesion with a tender pelvic mass thought possibly to be of appendicular origin. At the operation I found a degenerating uterine fibroid, which I enucleated. The patient went to term, and was delivered of a fine female infant.
Sarcoma of the rectum. In the non-ulcerating type, rectal examination will reveal a hard mass involving the rectal wall but with the mucous membrane intact, and thus unlike a carcinoma.
The rare rectal endometrioma is also certain to cause mistakes in diagnosis. One must also bear in mind that a firm mass, or multiple areas of induration, palpable in the pouch of Douglas on rectal or vaginal examination, may be the result of so-called trans-colonic spread from a carcinoma of the stomach, or possibly the colon.
Lesions of the Recto-vaginal Septum
Recently I saw a patient aged 48, complaining of severe pain in the perineum. A small tender mass could be felt on both rectal and vaginal examination, apparently arising in the septum, and involving both the rectal and vaginal walls, but with intact mucous membrane. Biopsy per vaginam proved the lesion to be a "transitional cell carcinoma ofan anaplastic type", possibly derived from some vestigial structure in the recto-vaginal septum such as misplaced epithelium of the rectum or anal canal. A similar case was operated upon at St. Mark's Hospital by H. E. Lockhart-Mummery recently. [The specimen shown included the rectum, uterus and vagina.] Such a tumour has some affinities with the mucus-secreting carcinomas which occur in fistulous tracks, and are characterized by a malignant growth outside the rectum, with no visible primary tumour in the rectum.
Inflammatory Stricture of the Rectum
This may be extrinsic in origin, the result of fibrosis following radium treatment for cancer of the cervix. I had such a case with marked fibrosis involving both the rectal and vaginal walls resulting in a very tight stricture of the rectum. This was followed by symptoms of acute intestinal obstruction necessitating a colostomy. After some months of systematic dilatation of the stricture, the colostomy was closed.
Lymphogranuloma inguinale may be responsible for the development of a rectal stricture in women. This venereal infection primarily involves the posterior vaginal wall, producing what is called the genito-ano-rectal syndrome with marked fibrosis and stricture formation.
Injection of piles with sclerosingfluids may, at times, be followed by a marked reaction resulting in a hard indurated mass or ring.
I call to mind a lady whose piles I injected with a 5 % solution of phenol in almond oil. When she came to see me a week later I found an extensive hard submucous mass, involving both the rectal and vaginal walls.
A gynrucological colleague who saw her suggested at once that the mass was due to my injections.
Double Lesions.-It is, at times, difficult for a patient to be certain as to whether blood is coming from the vagina or rectum. "Bleedings" from below, especially when they come from two places simultaneously, may give rise to confusion. For example: haemorrhage from a rectal polyp associated with bleeding from a cervical polyp. Independent malignant growths of different histology may involve two organs simultaneously, such as the pelvic colon and cervix uteri. Such a case was that of a woman aged 48, who had a very large mass of fibroids and was suffering at the same time from increasing intestinal obstruction. Your President became suspicious, because fibroids do not usually cause intestinal obstruction, although their presence is often associated with some degree of flatulence. Sigmoidoscopy, which is of value in doubtful cases of intestinal obstruction, in this case showed marked constriction of the pelvic colon at a distance of 18 cm. from the anus. At operation, after dealing with the fibroids, he investigated the colon and found a "ring carcinoma" in the lower part of the pelvic colon, the cause of the obstruction. He kindly referred the case to me. It was found possible to resect the growth and restore continuity of the colon.
Again, extensive rectal prolapse may be associated with complete uterine procidentia. Sigmoidoscopy is important in the differential diagnosis of lesions resembling disease of the female genital tract. Narrowing of the lumen of the bowel may suggest diverticulosis. The openings of diverticula may be visible. Also, it may be possible definitely to establish the presence of a carcinoma of the rectum or pelvi-rectal region.
Mr. E. W. Riches: Gynecological lesions overlap with urological conditions even more than they do with intestinal affections; both the symptoms and the signs have much in common. Symptoms
Bleeding.-Hwematuria is a sign of malignant disease in more than 600% of cases. A woman takes less notice of bleeding than a man and she often assumes that the bleeding is uterine. She may even deceive her doctor into making the same mistake so that the gynecologist to whom she is sent must be constantly on his guard. Even a urethral caruncle will be missed if the urethral orifice is not inspected, and on this score there is a great advantage in using the cystoscopic position. A carcinoma of the urethra is even more serious although those which involve only the anterior urethra or its orifice have a good prognosis and can often be cured by irradiation (Riches and Cullen, 1951). The deeper growths and those which involve the bladder as well are much more malignant and may give rise to widespread metastases.
When there are no abnormal gynecological signs to account for bleeding it is often advisable to cystoscope the patient. One woman who still bled after dilatation and curettage then had a hysterectomy. When bleeding again recurred she was sent for cystoscopy and her papilloma of the bladder was cured by cystodiathermy. It seems remarkable that a woman of average intelligence should not recognize himaturia, but it happens commonly.
A single woman of 55 was sent to a women's hospital on account of intermittent vaginal bleeding which had continued for a year. Full examination not being possible in the out-patient department she was admitted for examination under anesthesia. When a catheter was passed blood-stained urine was withdrawn, and cystoscopy showed an extensive necrotic papillary carcinoma for which total cystectomy was performed by my colleague Mr. I. H. Griffiths. Another similar patient had undergone dilatation and curettage at a women's hospital two years before the true diagnosis of carcinoma of the bladder was made by cystoscopy.
Vesical bleeding can also occur from less serious lesions, such as a ureterocele, which can be destroyed by cystodiathermy, thus saving the kidney from progressive hydronephrosis.
Vaginal discharge even without bleeding is a common feature of urethral new growths; sometimes it is caused by a simple polyp.
Increased frequency of micturition in women is one of the conditions which the two specialties are often pleased to exchange. Urethro-trigonitis may exist without urinary infection but there is often an associated inflammatory condition of the genital tract which is equally difficult to cure. Ainsworth-Davis (1950) has written: "The characteristic symptoms of frequency, dysuria and backache, usually with a sterile urine, are almost invariably due to a chronic cervicitis in women who have borne children." The repair of a minor degree of cystocele has usually little effect, but if there is a serious genital lesion its removal or treatment will sometimes cure the frequency.
A woman of 25 from Iraq had frequency, suprapubic pain and diminished menses for ten years. She had previously suffered from tuberculous peritonitis, paratyphoid and amcebic dysentery. Laparotomy abroad had disclosed a mass in the right broad ligament, adherent to the bladder, which was also fixed to the uterus. It could not be removed and sections were indecisive. After the operation she started to have hxematuria which was more copious at each period.
The cystogram showed an indented filling defect on the dome of the bladder.
Cystoscopy disclosed a vascular mass of cedematous tissue on the back of the bladder; cystoscopic biopsy, which was repeated, showed only chronic inflammatory changes. A mass was felt in the right side of the pelvis. A course of emetine had no effect, and I still suspected an endometrioma, despite the negative biopsy.
With the assistance of a gynecological colleague, Mr. Ian Jackson, the pelvis was again explored. The mass was a distended tube and cystic right ovary; the uterus was firmly adherent to the bladder and was removed with a piece of it. Sections showed chronic ulceration with tuberculous giant cells. She made a complete recovery, the relevant part of her history being the tuberculous peritonitis.
Incontinence of urine may be of the stress type for which so many different operations have been devised. For my part I prefer the one described by a gyniecologist, Mr. Everard Williams (1947) . True incontinence is more commonly due to a urological cause and whilst the ectopic ureter opening into the urethra or vagina is somewhat of a rarity its occurrence must be remembered. The patient whose pyelogram is shown in Fig. 1 urethral sphincter; the supernumerary ureter opened into the urethra and she was cured by heminephrectomy and removal of that ureter (Winterton, 1937) . In another case the additional ureter opened just behind the urethral orifice. It was treated by my colleague Mr. I. H. Griffiths by reimplanting the extra ureter into the bladder.
Retention of urine in women is not common in urological practice as both stricture and neurogenic lesions are rarer than in men, and a woman has the great advantage of never suffering from an enlarged prostate. Patients with an impacted fibroid causing retention are occasionally sent to a urological clinic and require hysterectomy or myomectomy.
Signs
The physical signs which sometimes cause confusion are those produced by abdominal or pelvic tumours. When a kidney is very large, and especially if it is cystic, it may be mistaken for an ovarian cyst, and I have been called upon to remove a large hydronephrosis after a colleague had done a laparotomy for a suspected ovarian cyst.
A new growth in a normally placed kidney should not be confused with a genital tract tumour, but where the two co-exist a mistake may be made.
A woman of 40 had left renal pain and was found to have slight hydronephrosis on that side. She also had uterine fibroids and it was thought that they were obstructing the left ureter; accordingly a hysterectomy was performed. Shortly afterwards heematuria commenced and cystoscopy disclosed papillary growth of the bladder. During the next fifteen years she underwent repeated treatment by cystodiathermy, which culminated in the removal of her left kidney for pyonephrosis; it contained papillary carcinoma. The growths in the bladder persisted and it became necessary to do a total cystectomy and left ureterectomy. The whole ureter was packed with papillary carcinoma and there were multiple tumours in the bladder, a condition unlikely to be relieved by hysterectomy. She survived for a further three years before dying of multiple metastases in the lungs. Full urological investigation in the first place would have given the correct diagnosis.
A pelvic ectopic kidney is in a different category from the normally placed one; although the condition is sometimes bilateral (Fig. 2) it is not infrequently the only kidney present and its conservation is of extreme importance. The presence of two functioning kidneys can be determined by pre-operative investigations. Intravenous and retrograde pyelography are the most useful, but the final determination may rest on aortography which shows the vascular supply to the ectopic kidney and its absence on the other side. When two kidneys are present a knowledge of the anomalous blood supply to the ectopic one is of great help should it have to be removed.
In my experience retroperitoneal or perirenal tumours have caused more uncertainty than renal tumours.
A woman of 50 had a large tumour in the right side; the gynxecologist who did a laparotomy found it to be retroperitoneal and not ovarian. A subsequent intravenous pyelogram showed a non-functioning right kidney with a mottled shadow in the loin. I removed an ossifying fibroma weighing 5j lb. She remained well for five and a half years when there was a large local recurrence; this time it was a solid spindle-cell sarcoma weighing 71 lb. and I had to remove the right half of the colon with it. Despite X-ray treatment she had another recurrence eighteen months later from which she died.
A woman of 21 was found to have a smooth firm swelling in the left lower abdomen. Pyelography showed that it displaced the ureter inwards and forwards (Fig. 3) ; it was a simple mucussecreting retroperitoneal cyst which shelled out easily (Fig. 4) . Section of Obstetrics and Glynaccology 953 A nurse of 49 noticed a lump in the left lower abdomen; thinking it was ovarian she consulted a gynaecologist who found it was not in the pelvis and sent her for urological investigation. The pyelogram showed the ureter displaced laterally by the tumour. At operation it was found to be a solid retroperitoneal sarcoma surrounding the common iliac artery, and it was necessary to resect 2 in. of that vessel. Removal was followed by X-ray treatment and she remains well and working four years later. An aortogram taken after three years showed an efficient collateral circulation.
In these cases use has been made of the ureter in differentiating between a retroperitoneal and an intraperitoneal tumour. I do not think that such deviation is ever produced by an ovarian tumour. There is another method of diagnosis available, the retroperitoneal insufflation of oxygen. In the case shown in Fig. 5 such a large tumour was obviously sent to a gynecologist first; it proved to be a retroperitoneal lipoma weighing 4 lb.
There is more excuse for misdiagnosis in the case of swellings in the true pelvis. A bladder full of growth or of urine is occasionally a source of error. When the bladder is fully distended it is often asymmetrical and in some such cases it may be justifiable to make the diagnosis by passing a catheter as the textbooks tell the students. A diverticulum of the bladder is a rarity in women, although a traction diverticulum following a vaginal hysterectomy is not unknown, and it may contain a stone formed around a nucleus of silk.
There is sometimes confusion even with the orthopacdic department; because a woman had a pain in the back she was sent to an orthopeedic hospital. They did a routine X-ray and found a shadow which was thought to be a large bladder stone. The bladder was empty at cystoscopy and the shadow was a calcified fibroid.
Finally there are the swellings in the vagina. I have mentioned those due to carcinoma of the urethra but there are also the soft vaginal cysts which may come to either department. It is worth while doing a urethrogram as some, of them are really diverticula of the urethra (Fig. 6) .
I think the main lesson to be learned from these borderline cases is the need for pre-operative investigation. An intravenous pyelogram will often clarify a doubtful situation and a cystoscopy will, at least, determine whether there is a growth in the bladder. If there is, the patient should be sent on; the choice of treatment for bladder growths is often difficult and demands very full investigations. The worst possible treatment is exploratory cystotomy. Whoever opens the abdomen should be prepared to deal with whatever he finds there, but if he knows what he is going to find his task will be easier.
Mr. Douglas MacLeod: There are many conditions of the urinary and intestinal tracts which are likely to resemble gynecological lesions. Errors in diagnosis occasionally are unavoidable, and under such circumstances gynecologists may be called upon to undertake some form of genitourinary or intestinal surgery. All gynecologists should be competent to deal with simple bowel resection and anastomoses, some will be capable of dealing correctly with major intestinal procedures, but those who are not so practised should call in the aid of a surgeon if he be available, or failing this leave the condition untouched and close the abdomen.
Lesions of the intestinal tract are more often diagnosed as gynxcological conditions than are those of the genito-urinary tract. A pelvic kidney may be mistaken for a fibroid, but this must be very rare and its only importance lies in being able to recognize it, especially as the kidney may be the only one. A large hydronephrosis also may simulate an ovarian cyst, but this also must be uncommon. On the other hand it is certainly not uncommon for a gynecologist, on opening the abdomen, to be confronted with an unsuspected intestinal lesion. These will usually be found affecting the distal alimentary tract, and lesions of the upper alimentary tract are not likely to be a common cause of error. A diverticulitis or carcinoma of the sigmoid, pelvic colon or of the pelvi-rectal junction may be easily mistaken on pelvic examination for a fibroid or even a malignant ovarian tumour. Further, a diverticulitis or carcinoma of the colon may be associated with a pericolic abscess and simulate a large pyosalpinx. In many of these cases a careful history would suggest the possibility of such a condition and would indicate sigmoidoscopy and X-ray investigation, but certain tumours which do not occlude the bowel may give no suspicion of an intestinal lesion. Three cases of my own iglustrate this point, and incidentally were all found to have tumours affecting the upper alimentary tract.
The first was an elderly patient complaining of pain; and pelvic examination disclosed a smooth tumour which I took to be a fibroid undergoing degeneration. Laparotomy revealed a tumour the size of a large orange attached to the antemesenteric border of a loop of small bowel. On section itproved to be a neurofibroma (Fig. 1) .
The second case was a woman with an enormous abdominal swelling which 1 considered to be an ovarian cyst. Laparotomy, however, showed a tumour springing from the greater curvature of the stomach which on section appeared to be a myxosarcoma. Four years later the patient was admitted to Westminster-Hospital and Mr. J. K. Morrison informed me that the condition had recurred (Fig. 2) . The third case was also diagnosed as an ovarian tumour, but laparotomy disclosed a large tumour affecting the small bowel and its mesentery and necessitating resection of 18 in. of the gut. Section showed it to be a sarcoma and the patient died of recurrence two years later (Fig. 3) .
Endometriosis may give rise to symptoms closely resembling other surgical conditions. It not uncommonly affects the intestinal tract and also the urinary tract to a lesser degree. The fact that the symptoms are most noticeable at the times of the menstiia'periods and the patient, who is usually in the middle thirties, is either childless or at least has not had a child for some years, should suggest the diagnosis. It is a condition which is dependent on active ovarian secretions and therefore is never seen before puberty and disappears spontaneously after the menopause.
Ovarian endometriosis is one of the commonest forms, which may be felt as a tender fixed lump in the pelvis. It presents usually as the chocolate cyst which tends to perforate. If the perforation is sudden, chocolate material escapes into the peritoneal cavity and signs and symptoms exactly resembling an acute appendicitis may be produced. Secondly, it is not uncommon for endometriosis to affect the small and large bowel. It may be associated with pelvic endometriosis but may also occur alone. When affecting the small bowel the lesion is usually to be found in the last 12 in. of the terminal ileum. A history of attacks of pain and vomiting occurring at the times of the menstrual periods woufd be strongly suggestive. These attacks increase in severity until acute intestinal obstruction results. As it is usually impossible at laparotomy to distinguish the condition from a carcinoma resection is the correct treatment for all cases.
The sigmoid colon is not an uncommon site and may be affected either by direct invasion by an endometrioma of the overlying ovary or the condition may occur primarily in the bowel without any pelvic endometriosis being present. The symptoms are, again, attacks of pain occurring at the menstrual periods, but severe intestinal obstruction is rare. The treatment again is resection unless the diagnosis is certain when it can, on occasions, be locally excised. If the patient is over 40 a bilateral oophorectomy is all that is required providing no obstruction is present.
Though a barium enema in those cases might show some occlusion of the bowel lumen, sigmoidoscopy would reveal a healthy mucous membrane.
Endometriosis of the rectum, affecting it in varying degrees, is not uncommon and in advanced cases may closely resemble a carcinoma and indeed not a few abdominoperineal excisions have been performed for this reason. The condition is usually associated with an extensive endometriosis of the recto-vaginal septum which may in some cases erode the epithelium of the posterior vaginal fornix (Fig. 4) . Some degree of obstruction will occur at the times of the menstrual periods and as the rectal mucosa may occasionally be eroded, bleeding also may occur. On rectal examination the resemblance to a carcinoma may be very close but the proctoscope would reveal that the mucosa is unaffected and so clinch the diagnosis.
When the condition occurs in young women, and the symptoms are not severe enough to demand active intervention, it is obviously preferable to treat the condition palliatively and try the effect of male hormone. It would be very difficult to carry out local resection and in most cases, if the severity of the symptoms demands active measures, castration is the correct procedure irrespective of the age of the patient. Fortunately severe obstruction is very rare.
As regards the urinary tract, endometriosis is rare, but occasionally the ureter may be invaded by endometriosis of the ovary or pelvic peritoneum. Very rarely it may be primarily affected-Mr. Oswald Lloyd has recently had such a case in which two strictures were found in the ureter I~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~Ñ V t . . .I .,4,
together with ureteral endometriomatous polypi. Unexplained recurrent pyelitis may be caused by such a condition and an I.V.P. would reveal a hydronephrotic kidney. Treatment is resection of the affected portion and anastomosis or reimplantation into the bladder.
Endometriosis of the bladder is extremely rare. The symptoms are dysuria, frequency and hamaturia, occurring at the menstrual periods and a tumourmay occasionally be felt through the anterior fornix. Such cases may be confused-with a carcinoma of the bladder, but the condition affects the muscle wall and not the lining epithelium and a biopsy would reveal its true nature.
Treatment is by partial cystectomy and reimplantation of the ureter into the bladder if required. If the patient is approaching the menopause castration may be attempted. Castration for endometriosis should be carried out by oophorectomy rather than by X-ray irradiation.
TREATMENT Fibroids, if encountered in young women, should be removed by myomectomy. If menorrhagia is a symptom the cavity of the uterus should always be opened and explored. If hysterectomy is decided on, the total operation, with removal of the cervix, should always be undertaken, unless for technical reasons the operation may prove difficult or even dangerous.
Many benign cysts of the ovary, such as dermoids, chocolate cysts or simple serous cystomas, can and should be enucleated and the ovary conserved. Even when bilateral cystadenomata occur in young women it is usually possible to conserve some ovarian tissue near the hilum. When cystadenomata-serous or pseudomucinous-are found in women approaching the menopause the other ovary should always be removed.
If the tumour is macroscopically malignant, or suspected to be so, a total hysterectomy should also be performed.
If an abdomen be opened for a suspected acute appendicitis and an acute salpingitis be disclosed, the tubes should be left untouched and the abdomen closed. Even if a large acute pyosalpinx be present it is preferable not to remove it but to close the abdomen without drainage. With antibiotics and short-wave diathermy it is surprising how the majority of these cases resolve and occasionally leave a functioning tube. [May22, 1953] A FILM on the Murless head extractor in Cxsarean section was shown by Mr 
